RE SOURCE links 



Northeast 


Unifying science, educe" 
tind services ic t ran s Fori 


LUDE 


UMBO 


)EVLIN 


Erney 


HERTY 


Gnall 


Kroll 


LOWE 














^ _ Northeast 

|5i ATTC 

” Unifying science, education 

and services to transform lives. 

Dear Colleagues: January 2010 

Years ago I helped open a drug and alcohol treatment and work-release center for offenders. As you can imagine, if you ask a 
community if they mind if we open a facility for alcohol- and drug-abusing criminals in their neighborhood, they do mind. The 
community meetings were raucous affairs. People came with signs, printed leaflets, and petitions against us. One meeting was 
preceded by a rally complete with protest songs; another was attended by a supportive public official—and her bodyguard. 
We were an almost-daily story in the local newspaper for weeks and the lead story on the 11 o’clock news more than once. 

While little stirs the soul of a community like the thought of criminals (understandably so), the truth is that criminal behavior 
happens everywhere and most people return to their community once their time is served. It would be responsible, then, to 
implement programs that help offenders resolve the issues involved in their criminality, both while they are in prison and when 
they return to the community. But what are those programs? Are they effective? 

There’s no question that alcohol and drug use are factors in a majority of arrests in this country and that working with offenders 
with substance-abuse problems is difficult and complex work. Although no intervention works 100 percent of the time, there 
are evidence-based programs that reduce recidivism, return people to productive lives, make communities safer, and save 
taxpayers’ money. In this issue of Resource Links, our contributors present their thoughts about, research on, and experiences 
with effective approaches with substance-abusing offenders. The authors discuss problems in this field, but also solutions 
based on proven interventions. 

Criminality and substance-use disorders will never go away. Our embattled new program didn’t go away, either. After 10 years 
of peaceful coexistence with its community, it successfully moved to a new one. In fact, one of the original protestors testified 
at a zoning hearing to the center’s “good behavior,” proving that effective, transparent, and well-run programs can be an ac¬ 
cepted part of addressing the serious issues of criminality and substance-use disorders. 

For more information about this issue’s topic, please review the resources at the end of the issue. The Northeast ATTC and the 
ATTC network websites are always available, as well, with timely addiction-related information. You can access both at http:// 
www.neattc.org. If you have any comments or questions about this issue of Resource Links, contact me at jaiello@ireta.org. 

Jim Aiello, MA 
Director, Northeast ATTC 
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The Office of National Drug Control Policy and Offenders: 

A Point Summary from the 2009 Strategic Plan 

Michael T. Flaherty, PhD, Principal Investigator, Northeast ATTC 



T he 2009 National Drug Control Strategy from the White House Office of 
National Drug Control Policy (ONDCP) builds upon two pillars: 

1. Stop initiation of drug use. 

2. Reduce drug abuse and addiction on the basis of the knowledge that 
addiction is a disease and is treatable. 


Critical programs of interdiction, prevention (e.g., Drug-Free Communities), and 
intervention (e.g., Screening, Brief Intervention and Referral to Treatment, or 
SBIRT) are all high priorities alongside a retargeting of the existing treatment 
needs in America. 


The “treatment needs” priorities are many, but include continued focus on co¬ 
occurring disorders, U.S. veterans, treatment for prescription drug abuse, and 
increasing public health and safety. Key to addressing this last point will be 
“healing” drug users. Those who enter the criminal justice system either for 
adjudication or incarceration via processes such as drug or mental health 
courts are specific targets. Treatment initiatives in the criminal justice system 
(many of which are outlined in this issue of Resource Links) are, by nature, 
designed to help drug-addicted criminal offenders avoid future harm to 
themselves, their families, and society. 


The ONDCP hopes to see the use and expansion of state and local drug 
courts, which continue to offer a viable alternative for nonviolent drug 
offenders whose underlying problem is substance use. Addressing 
this underlying problem using the power of the justice system, effec¬ 
tive treatment, and close supervision has proven to be successful 
in breaking the cycle of criminal behavior and substance use. Over 
a decade of drug court research shows that these courts work 
better than jail or prison, probation, or treatment alone. (See 
“Judging Drug Courts,” Page 9.) On the basis of successes 
with mostly adult cases, increasing numbers of juvenile drug 
courts across the nation help our young people overcome 
their problems with illicit drug use. The federal government 
recognized the overall success of these courts in addressing 
acute, chronic, and long-term drug use by awarding them an ad¬ 
ditional $27.9 million in the 2009 fiscal year budget, compared to 2008. 


Another program addresses the more than 1.6 million adults aged 18 
who were paroled or given other supervised release from prison dur¬ 
ing the past year. The Second Chance Act, signed into law by the 
President in April of 2008, reauthorizes and expands an existing re¬ 
entry program within the Department of Justice. The act authorizes 
money to states for reentry initiatives, creates a federal interagency 
task force to study and coordinate policy, and supports research 
into successful reentry methods. 


and 


over 


The ONDCP plans to continue to focus on prisoner reentry for both 
criminal and juvenile justice populations. The ONDCP seeks and urges part¬ 
nerships at all levels with federal, state, and local communities to reduce drug 
demand and crime and promote the safety and wellness of both individuals and 
communities. ■ 


Adapted from the ONDCP website, 
http://www.whitehousedrugpolicy.gov, 
December 12, 2009. 
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An Interview with Martin Horn 

Retired Commissioner of Corrections and Probation for New York City and former 
Secretary of the Pennsylvania Department of Corrections 


L ast summer, Martin Horn retired from his post as Commissioner of Corrections and Probation for New 
York City. Mr. Horn had been the city’s longest-serving corrections commissioner in the past half century. 
Among his many accomplishments, Mr. Horn is recognized for his dedication to prison reform, for making 
New York’s jails among the safest large-city jails in the country, and for developing a comprehensive reentry 
program. Before taking on his posts in New York City, Mr. Horn had been the Secretary of the Pennsylvania 
Department of Corrections. Mr. Horn continues to teach at John Jay College and recently joined the consulting 
group KeyPoint to lead their correctional services. 


What philosophy has guided your approach to 
corrections? 

Well, I think the first was, “First, do no harm.” The most impor¬ 
tant thing we can do is make sure that the prisons and jails are 
safe for everybody who lives and works in them. It’s the right 
thing to do, but moreover, because positive change can’t occur 
in an environment that’s not safe. A corollary of that is that if 
prisons and jails are not drug free, then by definition they are 
unsafe. 

How do you achieve a drug-free prison or jail? 

Well, it’s not easy. What do we know about addicts? We know 
that they want to get high, and they will go to great lengths to 
try to get high. So the first thing we do is try to enforce absti¬ 
nence. Inmates are quite ingenious and it requires a great deal 
of thought and effort on our part to keep drugs out of their 
hands without being draconian about it. So that means, first of 
all, creating a culture and a value system within the institution, 
particularly among the staff, that is antithetic towards drugs. 
What I found in my career is that staff members are frequently 
ambivalent about drugs and alcohol themselves, and you have 
to deal with their ambivalence. 

Do you have a sense of where that ambivalence comes 
from? Is it acculturated? 

It’s the social ambivalence, primarily with drinking. Drinking is 
just another form of getting high, and it’s hard to teach inmates 
to stay sober when staff comes in and talks about how they got 
ripped last night after work or over the weekend. So part of it 
is about language and self-awareness. I’m not a teetotaler and 
I’m not moralistic about it, but you have to create a workforce 
that understands that this is about modeling behavior. So the 
first thing they have to do is model the behavior that they want 
the inmates to follow. 

How do you create that workforce? 

Constant training, constant training. You’ve got to lead by 
example. You have to talk about it. There are so many things 
in this business that we don’t talk about. We don’t talk about 
sobriety and drug use, alcohol use; we don’t talk about issues 


of gender and gender boundaries. We don’t talk about issues 
of race. In my experience, if the leaders of the organization don’t 
talk about it, then nobody will talk about it. So it is incumbent 
upon leaders to make this part of everything: Whenever they 
speak, they have to speak about the values of the organization, 
and the organization has to have a value orientation. 

How do you deal with inmates who come in with 
addictions? 

The first thing you have to do is assess them. You have to 
identify them. What we used in Pennsylvania and in New York 
probation was the Texas Christian University assessment tool. 
It was fast, easy to use, and sufficiently reliable for our setting 
because you’re doing high volume. You want something quick. 
But also, certainly in a criminal justice setting, I think urine test¬ 
ing at the front door is critically important. You want to know 
who’s high on the day they come in the front door, as well as the 
people who a valid screening instrument identifies. 

Then you’re not relying strictly on self-reporting. 

You can’t rely strictly on self-reporting. I’m a big believer in ro¬ 
bust drug and alcohol testing in criminal justice system environ¬ 
ments. It’s not to be punitive, but to confront the offender or the 
inmate with the reality and develop a plan to change the behav¬ 
ior. That means identifying an appropriate treatment option, and 
that’s going to vary depending on how long the person is in your 
custody and the nature of their addiction. So for some people 
coming into our city jails, where heroin addiction was the issue 
and where detoxification was a challenge, then methadone de¬ 
toxification certainly had to be part of the answer. And I find that 
there is too much resistance to it in the criminal justice field. 

Because it’s another way to get high? 

There still is this attitude that says methadone is just another 
form of addiction. I don’t know whether people would be more 
comfortable with buprenorphine. We started to use it in New 
York. There are difficulties and challenges to using buprenor¬ 
phine, but I would rather see a person get an appropriately 
titrated dosage of methadone than try to score heroin through 
the black market in the prison. 

CONTINUED ON PAGE 3 
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It sounds like treatment programs in prisons and jails 
are fairly common. 

They are fairly common, but I think there is wide disparity in 
the nature and type and quality of programs, and what people 
call treatment programs don’t meet a strict test for every one. 
What we found in Pennsylvania is that we were doing a lot of 
things that we were calling drug treatment that weren’t. Didac¬ 
tic educational programs, drug awareness, drug education... 
they didn’t really meet the tests of effective treatment. They 
weren’t cognitive-behavioral. We know the best forms of be¬ 
havior change are cognitive-behavioral approaches that take 
advantage of the theory of social learning, teach inmates differ¬ 
ent ways to behave, and give them an opportunity to rehearse 
those behaviors. It requires that the entire facility, the entire 
organization, support that. As I say, we can’t teach inmates to 
do certain things if we don’t do them ourselves. We can’t teach 
them to try and stay sober if the two officers that are working 
on the cellblock on the midnight shift are talking about how they 
got ripped on Friday night or how drunk they’re going to get 
when they get off duty. So it’s about language and it requires a 
tremendous amount of self-awareness on the part of staff. 

Are there other challenges that addictions pose in 
correctional settings? What about the subculture and 
black market? 

Its very presence is a corrupting influence. Despite our best 
efforts, inmates continue to try to bring drugs in and they do 
that in a variety of ways, through visitors. Where we were most 
successful was in Pennsylvania. In 1995, we did a random hair¬ 
testing sample across, I think, seven different prisons in col¬ 
laboration with the National Institute of Justice. We found that 
on any given day about 10 percent of our inmates were high. By 
the time I left in 2001, we had gotten that down to less than 1 
percent. We did that through a very aggressive attempt to shut 
off the spigot to prevent drugs from finding their way into the 
jails. So that meant paying a lot of attention to visitors, but I don’t 
want to single out visitors. The staff were part of the problem 
as well. It requires a very vigorous intelligence effort to figure 
out who is dealing drugs in the jail, who is endeavoring to bring 
them in. We used dogs to search visitors; we used technology 
to scan visitors coming in. We monitored inmates’ phone calls; 
we looked for calling patterns. If you see lots of inmates calling 
the same number you start to wonder, “Is that the bank or is 
that the dealer? Who is that?” We started to use that as an 
investigative tool. We did a lot of searching and we searched 
our staff. And then every time we found an inmate high, we 
used that as an opportunity to obtain more intelligence. I was 
less interested in the fact that the inmate was high than I was 
interested in how he got the drugs to begin with. 

The other thing we did was, we raised the stakes. We raised 
the price for the inmates so that the price of being high got 
quite high. You don’t have to be punitive with the inmate. You 
can require additional work, or the things we found most effec¬ 
tive were assessing monetary damages, because if they don’t 
have money, it’s hard for them to obtain the drugs. We also 
placed restrictions on their visits. What inmates value most of 


all is that ability to have contact with a loved one. By saying, “If 
you’re using drugs, you’re going to give up your right to have a 
contact visit,” we found that a very strong motivating factor. 

And once you’ve gone to the trouble to get somebody 
clean and sober, how do you keep them that way 
beyond their prison stay? 

You have to pay for services upon release. You have to ensure 
continuity of care. All of the studies indicate that the most ro¬ 
bust results come from programs that have an articulated—and 
articulated is a key word—program of continuation of care in 
the community, whether it was the KEY/CREST program in 
Delaware or the Staying Out program in New York. That’s what 
we did in Pennsylvania at the SCI [State Correctional Institute] 
Chester. We actually hired a therapeutic community operator to 
come in and operate the treatment programs inside the prison, 
but also to provide continuing services to the inmates for up to 
six months post-release. And we paid for it. We bought, basi¬ 
cally, an insurance policy on the inmates, and we paid for their 
post-prison drug treatment. That’s what we’re doing in New 
York City, too. We’re enrolling jail inmates in post-release ser¬ 
vice provision. That is critical. 

I want to get back to this term “articulated.” One of the things 
we found is that there was this dissonance: Offenders would be 
engaged in some sort of a program, a 12-step program, or a 
therapeutic community in prison, and then upon release would 
go into a completely different kind of program. So they didn’t 
really continue their treatment, despite being in treatment. If you 
can keep an offender engaged for 90 days post-release, you 
substantially change the odds that they’re going to succeed. 

There are skeptics who would say, “We don’t owe them 
that.” 

We owe ourselves! It’s what we owe ourselves. It’s so inter¬ 
esting when people say that. We’re willing to spend hundreds 
of thousands of dollars to keep a person confined for four 
years, but then not spend $5,000 to keep them out of prison 
the first year. 

Which, I imagine, has longer-reaching consequences 
beyond that first year. 

That’s right. If you turn their lives around, you’re avoiding huge, 
huge costs. 

Are there other things that can be done within the 
prison system to help prevent recidivism? 

Absolutely. Look, when a person gets out of prison, you can 
talk a lot about intrapsychic needs, you can talk a lot about 
criminogenic needs, but at the end of the day, when people 
get out of prison, they need three things at a minimum. They 
may need other things, but at a minimum they need to stay 
sober.That is primary. Addiction is a primary disease. Without 
staying sober, everything else will fall apart. So they need to 
stay sober, they need a job—and obviously if they can’t stay 
sober they won’t get a job or they won’t keep a job, so that’s 
why I say addiction is primary—and they need a place to live. 

CONTINUED ON PAGE 4 
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And this is especially true in our large urban settings: New York, 
Chicago, Los Angeles, Washington, Philadelphia. If a man or a 
woman comes out of prison and he or she can’t find a stable 
living environment, then it diminishes the chances that person 
is going to succeed. 

So folks need three very concrete things, and that dictates cer¬ 
tain things we do while they’re in prison. We should be giving 
them the tools to stay sober. We ought to be giving them the 
tools and the systems for finding a job. Now in many cases 
that does mean, in prison, an education. If there’s one thing 
we know how to do, and in fact do quite well in prison, it is 
to deliver education. In some respects an education for many 
of these young men works better in prison than it ever did on 
the outside. It’s a much better learning environment. It’s safer, 
class size is smaller, and there are fewer distractions—by which 
I mean girls. It’s very interesting. You go into a school in prison, 
and you’re going to see young men who were the biggest prob¬ 
lems in public high schools, sitting very quietly and determinedly 
at their desks, focused on their studies. 

Are there other pieces to the transition program that 
you’ve worked on in New York City that you want to talk 
about? 

Certainly the whole issue of documentation is critically impor¬ 
tant. We’ve worked on that and I think we’ve had some good 
success. In a post-9/11 world, an individual cannot work with¬ 
out proof of citizenship or a work visa or a green card and proof 
of birth and enrollment in Social Security. It is, in my mind, un¬ 
conscionable that any prison that has someone in custody for 
a year or more can’t be sure that on the day that person walks 
out, he walks out with a Social Security card and proof of date 
of birth and citizenship status. We have a year; we ought to be 
able to get that done. He may come out, he may be sober, he 
may have a place to live, and he may want to work, but one 
thing we know about these individuals is that they do have low 
frustration tolerances. We’ve got to deal with that reality and 
take as many impediments out of the way for them. Helping 
them to have the documents that they need in order to work is 
important. The same thing is true with Medicaid. If the individual 
had Medicaid when they were confined, then we should at least 
know what their Medicaid enrollment number was so that we 
can expedite their reenrollment. 

We definitely have to pay attention to the way in which we pre¬ 
pare people for transition to release and we have to pay atten¬ 
tion to who’s there to help when they come out. There should 
be somebody out there whose job it is to help them, and we 
have to make investments in helping them find jobs. There’s a 
lot of emerging evidence in the field of transitional employment. 

I think MDRC, the Manpower Development Research Corpora¬ 
tion, has just completed a study of transitional employment in 
New York that finds that getting jobs in the first 90 days after 
release has a tremendous impact on recidivism rate. One of 
the things that always saddens me is that, much like buying 
the insurance policy around addiction, for a couple of hundred, 
maybe a thousand dollars, we could help a fellow get a job, 
especially in this environment, and yet by and large we leave 
the offender to himself. 


So we take people who probably never had much success 
finding work before they went to prison whose lives have now 
been interrupted by a period of imprisonment, however good 
or bad that was, and now we ask them to fend for themselves 
in a very difficult job environment. And then we act surprised 
when they don’t find work, as opposed to saying, “Look, we’re 
going to pay an organization to help you find a job. We’re not 
going to do it for you, but we’re going to help you.” I don’t know 
if you’ve had to walk the streets, knocking on doors, looking 
for work, but it gets discouraging real fast. So standing on the 
street corner drinking a bottle of wine with your friends starts to 
look good. And then once you’re drinking the wine, it’s not long 
before you’re back into cocaine and heroin. 

What’s your notion of the percentage of crimes that are 
addiction related? 

Probably 90 percent if you include those from alcohol use and 
you throw in the DWIs. Eighty percent of the people who come 
into jails say that they’ve had an addiction or that they were high 
at the time their crime was committed. 

Addiction is a primary disabling disease. The first thing you have 
to understand is that addiction is a disease. It is a chronic, re¬ 
curring disease of the brain and we have to treat it that way. The 
second thing we have to understand is that it is primary, that it 
affects an individual’s ability to succeed at all of the other activi¬ 
ties of daily living that are necessary to succeed upon release 
from prison. And then the third thing we have to understand is 
that recovery does not proceed in a straight line. 

You’ve fostered so many innovations and I hear you 
talking about changing a culture and you have that 
opportunity as an educator. Do you incorporate this 
into your courses at John Jay? 

Absolutely. We talk about this in my classes all the time. We 
talk about changing the odds and the outcomes. We talk about 
this whole issue of sobriety and work and jobs with respect to 
reentry, and we talk about the criticality of dealing with addic¬ 
tion in prisons. It always strikes me when I go to conferences— 
criminal justice conferences, housing conferences, employment 
conferences—how little they talk about the interrelationship of 
addiction and the difficulties people have in finding and holding 
housing, finding and holding jobs, or staying out of jail. It’s really 
so disheartening to me, so I try to integrate it into my studies 
and perhaps I’ll train a new generation of criminal justice people 
who will embrace the centrality of dealing with addiction as part 
of dealing with crime. ■ 
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New York's Drug Law Reform Highlights 
Critical Need for Addictions Professionals 


Karen M. Carpenter-Palumbo, MSSW, Commissioner, New York State Office of Alcoholism and 
Substance Abuse Services 


I t was a proud day in New York’s history and for the field of 
addiction services when Governor David A. Paterson signed 
legislation to reform archaic drug laws. 

On that day last summer, New York demonstrated to the nation 
that treatment, rather than incarceration, is the key to truly ad¬ 
dressing addiction issues in the criminal justice system. It also 
gave long-overdue attention to the addictions profession as a 
key component in reducing crime and offering long-term recov¬ 
ery to thousands of individuals and their families. 

With this measure, and taking into account the fact that addic¬ 
tions counseling is one of the top-10 fastest growing professions 
in the nation, now is clearly the time to support the addictions 
field as a profession of choice. We at the New York State Office 
of Alcoholism and Substance Abuse Services (OASAS) are set¬ 
ting a goal to bring 2,010 new addictions professionals to our 
state in 2010. This would supplement the 11,740 certified and/ 
or credentialed addiction professionals and trainees currently 
serving in New York in prevention, treatment, and recovery 
services. 

While the state’s entire addictions workforce—consisting of cli¬ 
nicians designated by OASAS as qualified health professionals, 
administrative and technical staff, and volunteers—totals more 
than 35,000, there is already a crucial shortage of addictions 
counselors. That shortage will grow. The average age of our 
credentialed professionals is 53 and retirements will affect the 
state at the same time that drug law reform increases the need 
for these professionals. 

For those who may not know the history of this landmark reform, 
New York passed tough drug statutes in the 1970s in response 
to a growing problem with illegal drugs. These became known as 
the Rockefeller Laws under the administration of then-Governor 
Nelson Rockefeller. These laws included mandatory prison sen¬ 
tences for the sale or possession of certain amounts of illegal 
substances. The original law included mandatory sentences of 
15 years to life for the sale of two ounces or the possession of 
four ounces of a narcotic drug. 

From 1973 to 2001, the New York prison population grew from 
10,000 to 73,000. Drug felons accounted for approximately 32 
percent of the prison population in 1997. 

In 2004, the first Drug Law Reform Act was signed into law. 
This reduced the minimum sentence for the most severe crime 
to eight years and allowed individuals who were already serving 
the longer sentences to apply for a lighter sentence. However, 
this reform did not go far enough in addressing the route cause 
of the problem: addiction. 


Since the mid 1990s, New York, like the rest of the country, 
has seen changes in the approach to dealing with drug-related 
crime. Drug courts and other supervised diversion programs 
achieved widespread use and success. New York was a leader 
in the drug court movement, having received an award from the 
National Association of Drug Court Professionals in 2007 for be¬ 
ing the first state in the country to “Bring Drug Courts to Scale.” 

New York’s other programs (Drug Treatment Alternative to Pris¬ 
on and Road to Recovery) offered similar models of intensive 
supervision while individuals participated in mandatory drug 
and alcohol treatment. These programs demonstrated remark¬ 
able success, greatly reducing recidivism for graduates. 

With diversion programs providing an effective alternative, there 
was now an opportunity to reform the Rockefeller Laws with 
alternatives that address addiction, lower costs of incarcera¬ 
tion, and improve public safety. 

After years of debate over the original failed initiative, Governor 
Paterson brought reform that had earlier seemed unreachable 
when he enacted new drug laws in 2009. The reform removed 
mandatory prison terms, replacing them with a variety of sen¬ 
tencing alternatives that could be imposed by a judge. The alter¬ 
natives include judicial diversion programs (drug courts), shock 
incarceration, local jail time, probation (sometimes in combina¬ 
tion with local jail), referral to the specialized Willard Drug Treat¬ 
ment Campus, and, for some individuals, state prison time. 

It was recognized from the beginning that a key factor in the 
success of the reforms is treatment availability. Diversion and 
treatment models require readily accessible services across a 
continuum of program types: detox, short-term rehabilitation, 
longer-term residential, and outpatient services. After review¬ 
ing data provided by the state’s Division of Criminal Justice 
Services, OASAS identified the need to expand outpatient and 
residential treatment capacity, as well as initiate case manage¬ 
ment capacity for this new diversion population. 

Financing for the expansion was secured through state funding 
as well as federal stimulus funds. Speaking to the importance 
of this initiative, it was funded during one of the greatest budget 
crises that New York has ever experienced. 

The drug law reform took effect in two stages. The new sen¬ 
tencing options forjudges began in April 2009, while the initia¬ 
tion of the judicial diversion expansion occurred on October 7, 
2009. OASAS began strident efforts to implement the program 
expansion, quickly polling the provider network to identify addi¬ 
tional residential capacity that could be brought online quickly. 

CONTINUED ON PAGE 7 
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The Sequential Intercept Model 


Amy McNicholas Kroll, MA, Director, Justice Related Services, Allegheny County Department of 
Human Services 


T he sequential intercept model (SIM) was developed by 
Mark Munetz and Patricia Griffin to divert people with se¬ 
rious behavioral health problems—including substance- 
use disorders—away from the criminal justice system and to¬ 
ward treatment and psychosocial supports (Munetz and Griffin 

2006). Munetz and Griffin describe 
five points at which interceptions 
can occur, spanning the system 
from before an arrest occurs to 
after incarceration. 

Allegheny County, Pennsylvania, 
has programs at all five intercept 
points. Some programs have been 
in place for some time (for example, 
the county has had a drug court 
since 1998; see “A Day in Allegheny 
County Drug Court,” Page 8. Oth¬ 
ers have been implemented since 
the county made a commitment 
in 2006 to build a complete SIM- 
based continuum of interventions. 

Intercept 1: Pre-arrest Diversion 

Crisis Intervention Team (CIT) training is a 40-hour curriculum 
that teaches police and other first responders the basis of 
psychological disorders, including substance abuse. Sessions 
with consumers of behavioral health services help officers em¬ 
pathize and realize the prevalence of psychological disorders. 
Officers learn how to assess someone for suicidality, about 
common psychiatric medications, techniques for communicat¬ 
ing with behavioral health clients, and how to de-escalate crisis 
situations and are counseled on the availability of community 
resources. In the future, when more officers are trained, call 
takers will dispatch a CIT-trained officer to any calls that involve 
a behavioral health crisis. 

To aid people with behavioral health needs who have been in¬ 
tercepted by the police, Allegheny County partnered with Mercy 
Behavioral Health to create the Central Recovery Center (CRC). 
The CRC, which is also available to walk-ins, is open 24 hours 
a day, seven days a week for triage, assessments, and refer¬ 
rals. Clients may stay for up to 72 hours. No one checks out 
without referrals for further treatment and services. The staff of 
the CRC can help people begin detox on site by administering 
medications and can arrange for clients to enter drug or alcohol 
rehabilitation directly from the center. 

Re:Solve Crisis Network, a county program administered by 
Western Psychiatric Institute and Clinic, provides similar ser¬ 
vices, but the stays are limited to 24 hours. 


Intercept 2: Post-arrest Diversion 

If someone with a behavioral health issue is arrested, they can 
be diverted at their arraignment (pre-booking) or preliminary 
hearing (post-booking). In the pre-booking program, a diver¬ 
sion specialist staffs the intake area of the county jail. The diver¬ 
sion specialist interviews people with minor drug and alcohol 
charges or with signs of mental health issues and prepares 
service plans for them. The service plan includes housing and 
specific drug and alcohol or mental health treatment and states 
that the client will take all prescribed medications, undergo 
urine testing, use recovery supports, et cetera. At arraignment, 
the district judge is asked if the client can be released to follow 
the plan as a condition of bail. If the judge agrees, the client 
goes directly to the CRC for a full assessment and to begin 
detox, if necessary. 

Diversion is possible at post-booking as well. Five staff mem¬ 
bers cover the county magistrates’ offices, attending preliminary 
hearings, and asking for 90-day continuances before a case is 
assigned to trial. This program asks the judge: If a client follows 
a service plan, completing rehab and successfully entering a 
halfway house or step-down program during that time, can the 
charges be reduced or dropped? In cases where the judge is 
not willing to alter the charges, we may still request that the 
client be allowed to go to rehab rather than jail, enabling him or 
her to follow a service plan and gain sobriety and community 
supports. 

Intercept 3: Specialty Courts 

Allegheny County has a mental health court, which includes 
clients with co-occurring substance-use disorders, and a drug 
court. In mental health court, clients are monitored by mental 
health court probation officers as they follow service plans. 
They report to the judge at 30-, 60-, or 90-day intervals. The 
average length of probation is 18 to 24 months. From 2006 to 
2008, the recidivism rate for participants in mental health court 
was 14.5 percent. 

While a drug and alcohol or other treatment professional can 
recommend that a person facing charges be considered for 
mental health court, only the district attorney can choose par¬ 
ticipants for drug court. Drug court clients are chosen from 
among level 3 and 4 offenders: They have been involved with 
both drug use and the criminal justice system for some time, 
but their recent offenses cannot include violent crimes. They 
must plead guilty to the charges against them, but they are of¬ 
fered intensive treatment and probation rather than jail time. To 
encourage them to become productive members of their com¬ 
munities, the program requires them to get at least a general 
equivalency diploma, a job, and housing of their own. Partici¬ 
pants report to the judge monthly. 

CONTINUED ON PAGE 7 
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SEQUENTIAL INTERCEPT MODEL 
continued 


Intercept 4: Reentry from Jails, Prisons, and Hospitals 

Allegheny County offers reentry programs for people with 
mental illnesses, and co-occurring substance-use disorders for 
individuals in the state prison system and the county jail. The 
program intervenes between formal arraignment and sentenc¬ 
ing, providing services to people in their communities for 60 
days. Client service plans include housing, treatment, links to 
community supports, and case management. The recidivism 
rate for this population is 15 percent. 

Another program in intercept 4 is CROMISA, Community Re¬ 
integration for Offenders with Mental Illness and Substance 
Abuse. It is a voluntary therapeutic community offering 16 beds 
to men on probation or parole who have mental illness and 
co-occurring substance-use disorders. CROMISA also fits into 
intercept 5. 

Intercept 5: Community Corrections and Support 
Services 

CROMISA provides six to nine months of treatment for mental 
health issues and drug and alcohol addiction, as well as fam¬ 
ily therapy, education services, job training, life-skills training, 
and recovery services. Clients participate in work groups 
and contribute to decisions about the program, aiding their 
socialization. 

Finally, there’s a voluntary state prison program for people who 
have completed their maximum state terms. Support begins while 
participants are still in prison. Staff members conduct assess¬ 
ments and prepare service plans for behavioral health and medi¬ 
cal treatment, housing, and social services. Staff service goes be¬ 
yond case management: Upon release from prison, participants 
are picked up and aided as they purchase clothes and groceries, 
get an identification card, and apply for medical assistance. The 
recidivism rate for this program is 18.7 percent, far lower than for 
those who attempt to reenter a community unaided. 

Conclusions 

Diversionary programs like the sequential intercept model work 
because of their focus on treatment rather than punishment, 
which does nothing to diminish the general societal demand 
for alcohol and drugs. In addition to helping people change 
the course of their lives, the sequential intercept model offers 
a public service in the form of tremendous cost savings. Suc¬ 
cessfully treating mental health and addiction issues reduces 
the rate of re-arrest and incarceration, as well as the cost of 
future mental health and medical problems that inevitably re¬ 
sult from untreated behavioral health issues. Our challenge is 
to divert as many people as early as possible, thereby reduc¬ 
ing the rates of long-standing addiction and untreated mental 
health problems. ■ 


NY CRITICAL NEED FOR ADDICTIONS 
PROFESSIONALS continued 


A total of 237 beds were made available across the state on 
October 7. The agency is in the process of creating another 201 
beds by March 2010. 

OASAS also issued requests for proposals for outpatient/as¬ 
sessment and case management services. By analyzing the 
data provided by the criminal justice system, OASAS was able 
to identify those counties in the state where the increase in de¬ 
mand was such that additional resources would be needed. 
Statewide, we anticipate that between 1,200 and 1,500 more 
people will need services under the new laws. OASAS is seeking 
to ensure that there are adequate resources so that all individu¬ 
als in New York who are eligible for treatment-related diversion 
programs have access to services. We expect funding will be 
awarded in early 2010 to implement the capacity increase. 

As part of the expansion, new addictions professionals will need 
to be trained and hired to meet the new demand for services. 
In late 2009, OASAS and the Department of Labor awarded 
$500,000 in federal stimulus funding to 14 education and train¬ 
ing programs that will provide free tuition for unemployed or 
underemployed New Yorkers who want to pursue careers as 
addictions counselors. In addition, OASAS has also applied 
for an additional $5 million in federal funds for education and 
training and is awaiting word on whether the application was 
accepted. 

OASAS has also seen the need to educate judges, prosecutors, 
defense attorneys, corrections staff, and parole and probation 
officers about addiction and treatment. Over 2,000 criminal 
justice workers have received training since summer 2009. The 
training includes the implications of the law, working with the 
criminal justice population, and basic training in understanding 
addiction and treatment. 

As part of the legislation, OASAS was also given the responsi¬ 
bility of developing guidelines and monitoring the addiction ser¬ 
vices offered to inmates in Department of Correctional Services 
(DOCS) facilities. Earlier this year, Commissioner Brian Fischer 
of the DOCS and I agreed to the unprecedented step of certify¬ 
ing the 62 programs operated by the DOCS. This is a major 
commitment by the two agencies to ensure that the addiction 
services offered to inmates meet the high quality standards 
required by certification. OASAS and DOCS plan to establish 
operating guidelines in early 2010, with implementation at the 
first facilities through the year. 

It is our intention to continue to support the education and train¬ 
ing of addictions professionals and to give them the opportunity 
to flourish, so that they can meet the increased need for their 
services in our state due to drug law reform. ■ 


Munetz, M.R. and Griffin, P.A. (2006). Use of the sequential intercept 
model as an approach to decriminalization of people with serious 
mental illness. Psychiatric Services, 57, 544-549. 
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A Day in Allegheny County Drug Court 


Leah Kauffman, MA, IRETA staff 


I n the hallway of the Allegheny County Courthouse, outside 
the courtroom of Common Pleas Judge Lester G. Nau- 
haus, a small crowd gathers. People great each other with 
smiles, handshakes, and hugs. Many have met before during 
their once-per-month progress reports with Judge Nauhaus. 
In addition to their acquaintance with the judge, they have a 
lot in common. Drug-related crimes have brought them face- 
to-face with judges and jail time in the past, so much so that 
their latest infractions likely would have warranted stays in state 
prison. Instead, the district attorney has offered all of them an 
alternative: Rather than go to jail, get clean and sober through 
treatment and time in halfway and recovery houses, an educa¬ 
tion, and a job and take responsibility for a lease. Electronic 
monitoring, regular drug screens, and six months probation are 
also required. 


"Drug court is 
successful for lots 
of reasons , not the 
least of which is 
the fact that we're 
changing people's 
lives and how they 
view things." 


The program, called drug court, 
is an alternative to traditional sen¬ 
tencing that makes rehabilitation 
a higher priority than punishment. 
It eases pressure on crowded 
prisons both in the short and 
long term, as the recidivism rates 
are drastically lower than those 
for traditional approaches. From 
2006 to 2008, the recidivism rate 
for Allegheny county drug court 
participants was 9 percent. In 
contrast, the rate of re-arrest for 
drug offenders in a 15-state study was just over 66 percent in 
1994, according the US Department of Justice. 1 


Allegheny County has offered drug court since 1998. It is 
funded by an ongoing grant from the Pennsylvania Commis¬ 
sion on Crime and Delinquency. Participants are chosen by the 
district attorney, who combs new cases for candidates. “This is 
your last-ditch effort to stay out of state prison,” says Amy Kroll, 
Director of Justice Related Services for the Allegheny County 
Department of Human Services. “You only get offered it one 
time.” Ms. Kroll’s office oversees the application of the sequen¬ 
tial intercept model in Allegheny county (see article Page 6), of 
which drug court is one element. 


Some who are offered the alternative do turn it down. While it 
may seem like an easier sentence than time in state prison, not 
everyone is ready for the requirements of sobriety and account¬ 
ability. Judge Nauhaus explains, “For some of these people, it’s 
the toughest thing they could possibly have to do. No one ever 
made them do it before. Truth be told, there are some people 


that it isn’t going to work for now. I have people in drug court 
from minors to 60-year-olds, and sometimes it takes to be a 
60-year-old until you say to yourself, ‘I’d like to live a couple 
more years; this is killing me.’” 

During drug court, each participant takes a turn at a lectern 
while a case manager reports on his or her status. A probation 
coordinator makes additional comments where applicable. 

“What do you need?” Judge Nauhaus often asks. Many par¬ 
ticipants ask the judge if they can be with their families for 
Thanksgiving. 

“Will they have you?” the judge asks one participant, drawing 
chuckles from around the room. A discussion of the menu 
follows. 

Participants stand by while their case managers report on their 
progress in treatment and their achievements in general educa¬ 
tion classes or trade school. Not all the news is bright. One 
client reports a relapse. “We haven’t lost faith in you, but you’re 
pushing it. Understand?” the judge asks. 

“Yes, sir,” the client replies. 

Another participant gets an unsatisfactory report from his case 
manager: He has tested positive for opiates. The judge recom¬ 
mends that he go to jail while his case is re-evaluated. “You’ve 
got to figure out what to do with the rest of your life,” says Judge 
Nauhaus. A uniformed officer cuffs the client, who looks petu¬ 
lant, and walks him out of the courtroom. 

The judge can change the length of parts of the program’s terms 
depending on the participant’s progress. Judge Nauhaus ends 
intermediate punishment, a period of electronic monitoring, for 
a man wearing a Tennessee Titans shirt “in spite of his bad 
sense,” the judge chides. 

“Next time I see you here,” Judge Nauhaus says, “it better be 
in a Steelers shirt.” 

While he may not have the power to make a participant change 
his shirt, Judge Nauhaus later explains during an interview in 
his chambers, “Drug court is successful for lots of reasons, not 
the least of which is the fact that we’re changing people’s lives 
and how they view things. Some people are changing their lives 
in ways they never knew possible. I’m amazed at how many 
people say to me, ‘You saved my life.’” 

“I kid them all the time, but these are dedicated people,” Judge 
Nauhaus says. ■ 


1 http://www.ojp.usdoj.gov/bjs/reentry/recidivism.htm 
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Judging Drug Courts 


Douglas B. Marlowe, JD, PhD, Chief of Science, Policy and Law, National Association of Drug Court Professionals and 
Senior Scientist, Treatment Research Institute at the University of Pennsylvania 


D rug courts provide substance-abuse treatment and 
other needed services for nonviolent, drug-involved of¬ 
fenders in lieu of prosecution or incarceration. Partici¬ 
pants are drug tested frequently, and they attend regular status 
hearings in court during which the judge reviews their progress 
in treatment and may impose consequences on the basis of 
their performance. The consequences may include punitive 
sanctions, desired rewards, or modifications to the treatment 
plan. In pre-adjudication drug courts, graduates have their 
charge(s) dropped and the record of the offense may be ex¬ 
punged or erased. In post-adjudication drug courts, graduates 
can avoid incarceration or reduce their probation conditions. 

Effects of Drug Courts 

Meta-analysis involves systematically reviewing the research 
literature, selecting out only those studies that are scientifically 
acceptable, and then averaging the effects of a program across 
the high-quality studies. Five meta-analyses have concluded 
that drug courts significantly reduced crime by an average of 8 
to 14 percent. In some studies, the reductions in crime lasted 
three years, and in one study the effects lasted 14 years. 

A cost-related meta-analysis concluded that drug courts 
yielded an average of $2.21 in benefits for every $1 that was 
invested. These savings reflected provable cost offsets to the 
criminal justice system from fewer re-arrests, court hearings, 
and jail or prison beds. When other savings were also taken into 
account, such as fewer emergency room visits or foster care 
placements, studies have reported economic benefits ranging 
from approximately $3 to $12 for every $1 that was invested. 

Because these figures reflect averages, they included drug 
courts that were poorly managed or targeted to the wrong types 
of offenders. The best drug courts reduced crime by as much 
as 35 percent, whereas a small number of drug courts had no 
impact on crime or were associated with increased crime. The 
critical task is to learn what distinguishes effective drug courts 
from the ineffective or harmful ones. 

Target Population 

No program should be expected to work for all people. Ac¬ 
cording to the criminological theory of the risk principle, inten¬ 
sive programs such as drug courts are expected to have the 
greatest effects for high-risk offenders, who have more severe 
antisocial backgrounds or poorer prognoses for success in 
standard treatments. Such individuals require intensive and 
sustained interventions to alter their entrenched, negative be¬ 
havioral patterns. Low-risk offenders, on the other hand, are 
less likely to be on a fixed antisocial trajectory and are apt to 
improve their conduct following a run-in with the law; therefore, 
intensive interventions may offer little incremental benefits to 
these individuals, but at a higher cost. Worse still, they may 


learn antisocial behaviors and attitudes by associating with the 
high-risk offenders. 

Consistent with these predictions, drug courts have proven 
most beneficial for high-risk drug offenders who were younger, 
had more prior felony convictions, were diagnosed with antiso¬ 
cial personality disorder, or had previously failed in less intensive 
dispositions. Low-risk offenders without these characteristics 
performed just as well, and sometimes better, in less intensive 
programs. 

Fidelity to the Model 

In fiscally challenging times, there is always the pressure to 
do more with less. This raises the question of whether some 
components of the drug court model can be dropped without 
eroding the effects. Research confirms that fidelity to the full 
drug court model is necessary for effective results—assuming 
that the programs are treating their correct target population of 
high-risk drug offenders. 

Multidisciplinary Team Approach. The most effective drug 
courts require regular attendance by the judge, defense counsel, 
prosecutor, treatment providers, and law enforcement officers at 
staff meetings and court hearings. When any one professional 
discipline was regularly absent from team discussions, outcomes 
were an average of 50 percent less favorable. 

Judicial Status Hearings. Research clearly indicates that 
judicial status hearings are indispensible to drug courts, with 
the optimal schedule being a biweekly basis. If judges do not 
review high-risk offenders’ behavior frequently and impose 
consequences quickly, the cases typically flounder or fail. 

Drug Testing. The most effective drug courts conduct urine 
drug testing at least twice per week for the first several months. 
Because most drug metabolites are detectable for about one 
to four days, testing less frequently leaves an unacceptable 
gap during which participants can abuse drugs without con¬ 
sequences. In addition, drug testing is most effective when it is 
performed randomly. If participants know in advance when they 
will be tested, they can simply adjust their usage accordingly or 
take other countermeasures to fool the tests. 

Sanctions and Rewards. The pervasive belief among both 
staff members and participants is that sanctions and incentives 
strongly influence behavioral change. Two controlled experi¬ 
ments involving drug offenders have confirmed that administer¬ 
ing escalating sanctions, including brief jail detention, for infrac¬ 
tions significantly reduced substance use and crime compared 
to treatment or supervision alone. 

Two studies of enhanced rewards in drug courts found no im¬ 
provements in outcomes, apparently due to a statistical ceiling 
effect. Outcomes were generally so good in both of those drug 

CONTINUED ON PAGE 11 
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A Model for Adapting Treatment to the Needs 
of Addicted Offenders 


Kevin Knight, PhD, Institute of Behavioral Research, Texas Christian University 
Gregg Dockins , BA, Director, Gateway Corrections Initiatives 
Bryan Bradford, BA, NJ State Director, Gateway Foundation, Inc. 


Background 

or any chronic health condition, successful treatment 
hinges on being able to provide patients with services 
that match their individual needs. People with type 1 
diabetes, for example, require different types and amounts of 
insulin depending on a variety of factors, including the severity 
of their condition. It would be absurd, if not unethical, to provide 
the same treatment dose to all people with type 1 diabetes. 

The same is true for criminal offenders dependent on alcohol or 
other drugs. While a single “one-size-fits-all” treatment approach 
might help many drug-dependent offenders avoid a return to 
drug use and crime once they have returned to the community, 
research has shown that no single approach is effective for all 
offenders. In fact, inmates with serious drug-related problems 
typically improve only when they receive intensive treatment 
(e.g., long-term residential treatment; Andrews et al., 1990a, 
1990b; Knight et al., 1999). Despite the mounting evidence for 
the need to provide services targeted to the needs of individual 
offenders, the reality is that most correctional systems continue 
to be very limited in the array of services they can offer because 
of budget and staffing constraints. 

The Gateway Foundation New Jersey Model 

Gateway Foundation, currently the provider for seven New Jer¬ 
sey in-prison treatment programs, is taking a novel approach 
to address this dilemma: They are adapting specific treatment 
components to meet the needs of their higher-risk clients, while 
maintaining a standardized therapeutic community (TC) treat¬ 
ment model for all of their clients. 

As part of a larger comprehensive continuum-of-care system 
within the state, the 9- to 12-month in-prison New Jersey TC 
programs provide the initial intensive “dose” of treatment, with 
treatment continuing after release for eligible clients discharged 
to community corrections. While in the TC, all clients are ex¬ 
pected to actively participate and progress through discrete 
program phases (orientation, primary treatment, and reentry). 
Given that refusal to participate or behavioral “maladjustment” 
results in removal from the program as well as a loss of reduced 
custody status, the external motivating pressures to comply 
with treatment rules and practices are strong. 

Nonetheless, the recovery of treatment participants does not 
always progress as desired. Clients who fail to become inter¬ 
nally motivated to address their addiction may choose to simply 
“do their time” and not engage in the therapeutic process. Simi¬ 
larly, treatment progress is less likely to occur for clients who 
remain angry about being in prison and having to comply with 
program rules. And those whose “criminal thinking” warps their 


decision-making process struggle with many of the core TC 
components, such as the need to receive feedback during en¬ 
counter groups and interact with other community members in 
an effort to recognize and change their own negative behavior. 

Adapting Treatment. Rather than labeling these individuals 
as “unbeatable,” Gateway staff have worked with state correc¬ 
tions officials and researchers from Texas Christian University 
to identify treatment strategies that could be used to adapt the 
existing TC treatment that is offered to the higher-risk clients. 
The result has been to focus renewed efforts on two fronts: (1) 
implement an effective and efficient ongoing client assessment 
protocol, and (2) adapt the treatment program on the basis of 
assessment results, so that brief, targeted interventions are 
provided to the higher-risk clients. 

Assessment. To know which individual client risk factors to 
target, Gateway enhanced the client assessment protocol. At 
intake, all clients are administrated the Texas Christian Univer¬ 
sity (TCU) Drug Screen II, Criminal Thinking Scales, and the 
Motivation, Psychological Functioning, and Social Functioning 
one-page forms. At the end of each subsequent treatment 
phase, the same set of forms (not including the TCU Drug 
Screen) is readministered along with an additional TCU En¬ 
gagement form. The forms are scanned and summary reports 
are generated automatically, allowing treatment staff to use the 
client responses to develop and update treatment plans. The 
benefits of this newly automated approach have been evident. 
First, counselors now receive objective, standardized informa¬ 
tion to use along with their clinical interactions with the client to 
make informed decisions about what needs to be included in 
a client’s treatment plan. Perhaps more important, the assess¬ 
ment protocol provides staff with measures of client recovery at 
the end of each treatment phase. This allows for documentation 
of client improvement (or lack thereof), as well as the opportu¬ 
nity to identify emerging risk factors. For example, an assess¬ 
ment collected at the end of the orientation phase might reveal 
that a client’s level of motivation has increased to an acceptable 
level, but also that a problem with depression has emerged. 
For details on this process, see the TCU Institute of Behavioral 
Research website at http://www.ibr.tcu.edu. 

Targeted Interventions. Having this type of information is criti¬ 
cal, but is of little value if it is not used to inform the treatment 
process. Therefore, the primary TC curriculum was adapted 
so that it now includes use of the cognitive-based TCU Tar¬ 
geted Interventions for Corrections (TICs) with specific groups 
of clients who the assessments identified as at high risk. For 
example, clients who score high on the TCU Measure of Hostil- 
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ADAPTING TREATMENT TO NEEDS continued 


JUDGING DRUG COURTS continued 


ity at intake are provided with four additional group sessions 
based on the “Understanding and Reducing Angry Feelings” 
curriculum. Likewise, clients who score very low on Treatment 
Readiness are provided with four additional group sessions 
using the “Getting Motivated to Change” targeted intervention. 
And for those who score very high on the TCU Criminal Think¬ 
ing Scales, “Unlock Your Thinking, Open Your Mind” group 
sessions are provided. (For more detail on these interventions, 
see http://www.ibr.tcu.edu/pubs/trtmanual/manuals.html.) By 
concentrating the additional services to those at greatest need, 
the program strives to reduce the associated risk factors and 
provide the clients with a better opportunity to participate in— 
and successfully complete—the program. 

Conclusion 

Given the current financial and staffing constraints that criminal 
justice agencies face, the seven Gateway Foundation New Jer¬ 
sey programs serve as a good model for adapting treatment to 
the needs of addicted offenders while maintaining a standard¬ 
ized treatment approach. As demonstrated by these programs, 
the key to providing effective treatment is not to provide more of 
the same treatment, but to adapt current treatment practices to 
better fit the needs of the clients. ■ 


Andrews, D.A., Bonta, J., and Hoge, R. (1990a). Classification for 
effective rehabilitation: Rediscovering psychology. Criminal Jus¬ 
tice and Behavior, 17, 19-52. 

Andrews, D.A., Zinger, I., Hoge, R., Gendreau, P., and Cullen, F. 
(1990b). Does correctional treatment work? A clinically relevant 
and psychologically informed meta-analysis. Criminology, 28, 
369-404. 

Knight, K., Simpson, D. D., and Hiller, M. L. (1999). Three-year 
reincarceration outcomes for in-prison therapeutic community 
treatment in Texas. The Prison Journal, 79(3), 337-351. 


courts that it was difficult to improve any further upon the out¬ 
comes. There was some evidence, however, that the highest- 
risk offenders might have performed better with the enhanced 
rewards. If confirmed, this would suggest that enhanced re¬ 
wards might improve outcomes for the most incorrigible drug 
offenders. 

Substance-abuse Treatment. Longer tenure in substance- 
abuse treatment predicts better outcomes, and drug courts 
retain offenders in treatment far longer than other correctional 
programs. Unfortunately, treatment services within some drug 
courts have been characterized as non-evidence-based, 
lacking in a coherent focus or structure, and delivered by in¬ 
adequately trained staff. Improving the quality of treatment 
has been demonstrated to improve outcomes in drug courts. 
Better results have been achieved when drug courts adopted 
evidence-based treatments, including standardized cognitive- 
behavioral counseling, family-based therapy, and culturally 
proficient services. 

Conclusion 

One would be hard pressed to name another correctional re¬ 
habilitation program or substance-abuse treatment program 
that has supporting evidence comparable to drug courts. 
Several meta-analyses have concluded that drug courts re¬ 
duce crime and generate dollar savings that are several times 
the initial investments. The optimal target population for drug 
courts has been identified, and fidelity to the core ingredients 
of the drug court model has been proven to be essential for 
favorable results. No model deserves a more favorable ver¬ 
dict than drug courts. ■ 
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Treating the Addict with Antisocial 
Personality Disorder 


Steve Devlin, LCSW, Vice President, Renewal, Inc., Pittsburgh, PA 


I can’t tell you how many times I have heard people say that 
the majority of individuals in jails and prisons are there be¬ 
cause of their drug and/or alcohol use. The implications 
of this statement are that if we provide treatment for these 
individuals, we will see a drop in recidivism and in the overall 
jail and prison population. In my opinion, it’s not that simple! 

I do believe, however, that it is extremely beneficial to provide 
treatment services to those in our prison systems who have 
histories of addiction. I know firsthand how addiction treatment 
programs are making a difference for many addicts who have 
committed crimes to support their drug habits. 

On the other hand, I have seen many individuals in our criminal 
justice system who have been misdiagnosed, and placed into 
drug and alcohol treatment programs and who then disrupt 
the treatment milieu. Typically, these individuals turn out to 
have a diagnosis of antisocial personality disorder (ASPD) or 
ASPD with substance-abuse or -dependence histories. In my 
experience, individuals who carry the dual diagnosis of ASPD 
and substance abuse/dependence (criminal/addict) tend to 
be more criminal than addict. Traditional addictions treatment 
programs may not reach the disordered thinking at the core 
of an ASPD/addict’s behavior. If this individual is placed in a 
drug and alcohol treatment program not geared to address the 
personality disorder, unfortunately you will achieve a disastrous 
result. When people with ASPD are placed in nonforensic treat¬ 
ment settings, they will find new victims, dominate the group 
process, and ultimately end up as unsuccessful discharges. An 
unsuccessful discharge for ASPD/addicts is nothing more than 
another punishment. This time, it is a consequence of trying to 
fit into the wrong treatment mold. 

Effective programming for the ASPD/addict consists of a cog¬ 
nitive behavioral treatment approach that targets both addic¬ 
tive and antisocial behavior. Without addressing the antisocial 
behavior, the best possible outcome is a clean and sober 
criminal. 

The cognitive-behavioral approach identifies, confronts, and 
offers alternatives to thinking errors or common mental mis¬ 
takes. The forensic client often excuses his antisocial behavior 
with excuses and blaming. Examples of these are: 

“I had no choice. I needed money. I had to steal.” 

“Everybody drinks and drives. I just happened to get 
caught and the police don’t like me. Otherwise, they would 
have let me off with just a warning.” 

“If I weren’t selling drugs, someone else would be.” 

The cognitive-behavioral approach helps the individual make 
a connection between his or her thinking errors and behavior 


problems by confronting faulty thinking using techniques such 
as rational self-analysis (RSA) and camera checks. The RSA, 
developed by Dr. Maxie Maultsby, is a tool that helps offenders 
compare potentially irrational thoughts to five rules of rational 
thinking. The RSA trains a person to stop and ask: 

1. Are my thoughts based on objective reality (built from a 
camera check) and facts? 

2. Are my thoughts helping to protect my life and health? 

3. Are my thoughts helping me achieve my short- and long¬ 
term goals? 

4. Are my thoughts helping to keep me out of conflict with 
others? 

5. Are my thoughts leading me to feel the way I want to feel 
without the use of alcohol and drugs? 

The RSA teaches that the individual is in control of his or her 
thoughts and has the ability to change negative thoughts into 
positive ones. It is a tool for developing healthy thinking habits. 

The ASPD/addict tends to act impulsively and dishonestly. 
When rational thinking like the RSA is used to assess criminal 
thinking, the offender will then see that there are other choices 
that do not have the consequence of going to prison. The RSA 
is a good tool that helps individuals stop and think of the poten¬ 
tial consequences of their behavior and to act less impulsively. 

The camera check, also developed by Maultsby, helps a person 
take an accurate look at his or her perception of an event. A 
person asks, “What would a camera record in this situation?” 
The camera check allows one to objectively and accurately 
describe a situation, reflecting and realistically reexamining de¬ 
structive behavior. It keeps someone from putting a personal 
spin on what was experienced. Just as one looks at a pho¬ 
tograph to spark memories of a past experience, the camera 
check helps the offender reexamine past behaviors. Offend¬ 
ers might frequently excuse their criminal behavior by saying, 
“I never hurt anyone but myself, and I am the one doing the 
time and paying the price.” A camera check will help offenders 
realize that their crimes created victims, separated them from 
family members and loved ones, and stigmatized their children. 
The camera check technique broadens their awareness of the 
effect of behavior on others and helps to break down denial. 

For offenders who also suffer from addiction, the cognitive- 
behavioral approach is pivotal in helping them maintain recovery 
from substance abuse. Most offenders are impulsive by nature 
and recovery requires continued abstinence from substances. 
Not addressing the criminal thinking would leave the offender 

CONTINUED ON PAGE 14 
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Challenges to Reentry 


Leah Kauffman, MA, IRETA Staff 


P ennsylvania’s prisons offer some notable addictions 
treatment programs and recovery supports. People who 
enter Pennsylvania state prisons with alcohol or other 
addictions receive treatment while they are incarcerated, ei¬ 
ther in a therapeutic community (which is essentially a four- or 
six-month inpatient treatment) or as outpatients. As additional 
supports before, during, and after treatment, prisons provide 
meetings of Narcotics Anonymous and Alcoholics Anonymous. 
At the state correctional facilities at Chester and Pittsburgh, 
those who complete drug or alcohol treatment receive aftercare 
as part of a contract with Community Education Center, Inc. 
Across the state prison system, if inmates go through commu¬ 
nity corrections on their way back to a community, they receive 
appropriate follow-up treatment paid for by the state; they can 
also receive care in “half-way back” programs, residential facili¬ 
ties that teach employment and other life skills. 

Despite these programs, it can be difficult for people who have 
been released from prison to find addictions treatment and re¬ 
covery supports. Recently, however, several new Pennsylvania 
programs were launched to ease reentry, providing people with 
help enrolling in medical assistance programs and finding com¬ 
munity supports. 

Medical Assistance 

Traditionally, medical assistance programs assumed that 
people who began their prison terms with addictions got clean 
and sober while serving their terms. Research shows, however, 
that recovery is an ongoing process that requires psychosocial 
supports. Unfortunately, people with substance-use disorders 
who have been in state or county prison are, as a condition of 
their incarceration, likely to have lost their eligibility for Medic¬ 
aid. Even if those recently released are enrolled in Medicaid, 
the program does not cover treatment for substance-use 
disorders unless there’s a co-occurring mental health condi¬ 
tion. On the challenges of finding supports for substance users 
who have served time in prison, Joan Erney, Deputy Secretary, 
Pennsylvania Department of Welfare, Office of Mental Health 
and Substance Abuse Services, says, “One of the central is¬ 
sues is that drug and alcohol use is not considered a disability 
in the social security world.” 

One of the only ways for someone to get medical assistance for 
substance-abuse treatment is if they’re so in need that they’re 
unlikely to be able to work for 30 days. “It’s almost like you an¬ 
ticipate that they’re going to relapse and that’s when you can 
get them into medical assistance. It’s obviously not the way that 
you want the service to work,” Ms. Erney says. 

Fortunately, change is on the horizon. The State of Pennsylvania 
is making efforts to improve the availability of care for those who 
have completed their prison terms and are transitioning back 
to the community. For one, Ms. Erney’s office has been able 


to expand the services that are available under HealthChoices, 
the managed care organization that provides behavioral health 
services for Pennsylvania’s residents on medical assistance. 
Medicaid fee-for-service programs are limited to inpatient de¬ 
tox and outpatient treatment—then further limited by caps on 
the amount of money that can be reimbursed. As an alterna¬ 
tive, HealthChoices has been expanded to include services 
that are cost-effective alternatives to costly inpatient treatment, 
such as case management, partial hospitalization, intensive 
outpatient and regular outpatient services, non-hospital drug 
and alcohol treatment services, and halfway house services for 
drug and alcohol treatment. “If a person is otherwise eligible for 
Medicaid, then what we’re trying to do is ensure that every day 
that they’re eligible we have them in HealthChoices instead of 
fee-for-service, which at least gives them a broader access to 
Medicaid benefits,” Ms. Erney says. 

You’ll recall that people who have been incarcerated by the 
state or county lose Medicaid eligibility, and reenrollment takes 
time. An additional initiative of the Pennsylvania Office of Income 
Maintenance has been to train correctional facilities staff to use 
a new online portal called Compass to begin the enrollment 
process while a person is still incarcerated. (Compass can also 
be used by members of the public to check their eligibility for 
various kinds of assistance.) Ms. Erney’s office has begun a 
program of expedited enrollment for people close to finishing 
their prison terms, so that they will be able to access Health- 
Choices programs as soon as they are released. 

An alternative to Medicaid are programs administered by one of 
Pennsylvania’s single country authorities. These agencies are 
the recipients of money distributed by the Bureau of Drug and 
Alcohol Programs. Their services are available for people who 
do not have health insurance or qualify for Medicaid. The fund¬ 
ing is limited, however, often leaving counties without money 
before the end of the fiscal year. Robin Rothermel, Director of 
Pennsylvania’s Bureau of Drug and Alcohol Programs, sug¬ 
gests that addictions counselors and others helping people 
with the transition back to the community make sure that they 
have applied for medical assistance. Ms. Rothermel advises, 
“Don’t just assume that they’re automatically not eligible. One, 
it stretches the resources of the single county authority further. 
Two, it opens up the ability for that individual to receive services 
beyond drug and alcohol that they might need that they can’t 
get otherwise, such as medical and mental health services.” 

Other Supports 

The State of Pennsylvania is in the final stages of developing 
a program that will allow state correctional staff to work with 
an inmate’s county to develop a post-release plan, identifying 
social services and other supports a person will need upon 
return to the community. This may sound intuitive, but it’s no 

CONTINUED ON PAGE 14 
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TREATING ANTISOCIAL DISORDER continued 


without defense against justifying the use of alcohol and drugs 
to him- or herself. 

Programs that serve offenders must also have a high level of 
accountability built into their structure. Antisocial behavior is 
marked by disregard for the safety for others, consistent failure 
to meet work requirements and honor financial responsibilities, 
and hurting others without remorse. A sound program structure 
will reward prosocial behavior with preset incentives such as 
being first in line for meals and smoke breaks, extra telephone 
calls and TV time, written commendations, and acknowledg¬ 
ment in the community. There are also preset consequences 
for noncompliant antisocial behaviors. Facing less freedom in 
the community and the possibility of an extended stay in the 
institution helps people to examine and better understand the 
consequences of antisocial behavior. We also ask clients to 
perform another cognitive-behavioral task, the written think¬ 


ing report. A thinking report begins with a brief and objective 
description of a situation to help an individual identify associ¬ 
ated thoughts and feelings. The individual looks at the attitudes 
and beliefs that fueled the thoughts and feelings and then de¬ 
termines if he or she acted on thought or impulse. Finally, the 
client identifies what could have been done differently to reach 
a different outcome. When completed, these reports are often 
presented in a group setting in order to receive feedback from 
other group members. 

In summary, people with both antisocial personality and sub- 
stance-use disorders are best served by a treatment program 
that addresses both syndromes. Cognitive-behavioral therapy 
offers tools that have been shown to help ASPD/addicts be¬ 
come aware of their thinking and of the consequences of their 
behaviors, so that they can begin to make better decisions and 
decrease acting on impulse. ■ 

My thanks go to William Bernardo, MEd, for assistance with the 
preparation of this article. 


CHALLENGES TO REENTRY continued 


simple task: Ms. Erney says it’s been a multi-year effort to work 
through the complex legal requirements that must be met to 
protect inmate confidentiality while information is shared among 
agencies and service providers. 

For professionals already working to help people return to their 
communities, Ms. Erney has several suggestions: 

• Use Compass to help your client check eligibility and 
enroll for public assistance: https://www.humanservices. 
state.pa.us/compass/CMHOM.aspx. 

• Develop a relationship with your county assistance office 
to understand how to help clients access local resources: 
http://www.dpw.state.pa.us/ServicesPrograms/ 
CashAsstEmployment/003670281.htm. 

• See http://networkofcare.org, a website that lists all the 
mental health and drug and alcohol service options by 
county. 

• For clients with private insurance, understand ACT 106, 
which requires group insurance plans to reimburse 

for treatment for substance abuse. See http://www. 
proact.org/consumer_guides/consumer_guide_to_ 
pennsylvanias_drug_and_alcoholJnsurance_law. 

Kathleen Gnall, Deputy Secretary for Reentry and Specialized 
Programs at the Pennsylvania Department of Corrections, says, 
“One of the critical things that we’ve worked on is making sure 
that someone released has an identification card. That sounds 
very simple, but if I ask the community providers what the num¬ 
ber one thing they want to address is, that’s it.” An identification 
card is the hinge on which all doors swing open to someone 
recently released from prison: It’s necessary for enrolling for 
medical assistance and for getting a job, a bank account, and 
all the other things we take for granted. 


Ms. Gnall’s office conducted a study of parolees to find out 
what made them succeed—or not—at rejoining their communi¬ 
ties. “One of the things that we found with the failures is that 
they had very poor coping skills, problem-solving ability, and 
decision-making skills,” says Ms. Gnall. Two in-prison educa¬ 
tion programs were developed as a result: Community Orien¬ 
tation Reintegration (COR) addresses antisocial thinking and 
helps people develop coping, relationship and parenting, and 
job-seeking skills, as well as identifies community resources 
for parolees. The state was awarded a federal grant to develop 
Making Intelligent Decisions and Succeeding (MIDAS), which 
will help people within six months to a year of release learn life 
skills, enhance their employability, and address their criminal 
thinking with cognitive-behavioral treatment. (See “Treating the 
Addict with ASPD,” Page 12.) 

Ms. Gnall stresses that while addiction affects every aspect of 
a person’s life, you cannot treat it in isolation. “Not only do you 
have the alcohol and other drugs (AOD) issue with our clients, 
but they’re also criminals. There’s a lot more to being a criminal 
than being an addict. We want to fix both. I want people to be 
sober, but it doesn’t really help much if they’re sober and they’re 
still criminals,” says Ms. Gnall. 

According to Ms. Gnall, “The research is very clear on what fac¬ 
tors are linked with criminality. Addiction is one of them, but it’s 
a moderate predictor. Other predictors are antisocial attitudes, 
beliefs, values, and associates. Those are the big four. So any¬ 
one dealing with a criminal justice client in an AOD or other treat¬ 
ment setting needs to be aware of that and needs to make sure 
that part of the treatment plan is addressing those very issues.” 

Ms. Erney describes some of the motivations and challenges 
in changing the system: “If we could really engage someone 
on the day of release, and give them access to what they 
needed, how much money would it save us in the long run? 
It’s almost a fundamental change about paying for prevention 
and support.” ■ 


— For more information, see RESOURCES on Page 16. 









Breaking Offenders' Barriers to Safe Living 


Chris Ingram, MS, Director of Transitional Living Programs for Beaver County, Gateway Rehab, Aliquippa, PA 


T raditionally, Beaver County’s subsidized housing has not allowed peo¬ 
ple with a drug- or alcohol-related conviction to rent apartments. The 
rule has made it difficult for people recently released from jail to secure 
a safe place to live, a barrier that can begin a chain of events that lead people 
back to risky behavior and involvement with the criminal justice system. 

Those rules have been amended in one facility, the Eleanor Roosevelt 
Apartments in Aliquippa, Pennsylvania, so that people with a legal history 
involving drugs or alcohol can apply for subsidized housing while still in the 
county jail, as long as they are willing to continue in a treatment program 
after their release. 

The Eleanor Roosevelt Apartments were built in 1967 as affordable housing 
for seniors. By 2006, however, the building was less than 30 percent occupied 
and the Housing Authority was planning to demolish the building. The director 
of the Gateway Corrections Transitional Living Program saw a multifaceted 
opportunity. People transitioning from jail would have places to live, and the 
town of Aliquippa would benefit from a working, tax-paying population that 
spent some of their earnings in the community. 

Carl DeChellis, director of Beaver County’s housing authority, agreed to the 
plan. The housing authority’s cooperation was not a guarantee that every 
Gateway transitional applicant would be accepted across the board, but was 
a great improvement over the previous rules, which would have automatically 
disqualified them. Many of our applicants have indeed found a place to live 
at the Eleanor Roosevelt apartments, a building that was less than half full in 
2006 but is now almost completely full. The building is usually home to 20 to 
25 Gateway clients at a time. Residents may stay for as long as they remain 
eligible; there’s no time limit. Alternately, they may decide to apply to live at 
another housing authority site. 

We come into contact with clients from two main sources. Our in-jail treat¬ 
ment programs identify many people who are about to be released and are in 
need of help transitioning back to their communities. Beaver County LAUNCH 
(Learning and Understanding the Needs of the Chronically Homeless) is fund¬ 
ed by the Substance Abuse and Mental Health Services Administration with 
some overlap with our Eleanor Roosevelt program, as many of the chronically 
homeless also have drug- or alcohol-related records. The services we provide 
are similar: We develop support plans that include recovery and life-skills edu¬ 
cation and help them apply for housing and obtain identification and a birth 
certificate. We also act as their advocates with the housing authority, meeting 
with housing authority staff to review our clients’ status. 

Gateway provides on-site life-skills and relapse education and social events 
that benefit all the residents. The Gateway staff members also provide re¬ 
ferrals to treatment or other social services to all building residents when 
necessary, as well as case management services. They work closely with 
the building manager to identify tenants who might be having difficulties 
and are in need of additional help. Gateway can then partner with tenants 
to develop a plan that maintains their eligibility for their living space and 
gets them the help they need. For many residents, this is the first time they 
have had their own place and the opportunity to make choices and deci¬ 
sions about daily living, and so their housing becomes a motivator for them 
to stay clean and sober. ■ 



People with a drug- or alcohol-related 
convictions can reside in subsidized 
housing at the Eleanor Roosevelt 
apartments, a partnership between 
Gateway Corrections and the Beaver 
County housing authority. 


For more information, see RESOURCES on Page 16. — 
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RESOURCES 


A Point Summary from the 2009 Strategic Plan 

Michael T. Flaherty 

President’s National Drug Control Strategy, January 2009 

http://www.whitehousedrugpolicy.gov/publications/policy/ 

ndcs09/index.html 


An Interview with Martin Horn 

John Jay College of Criminal Justice Prisoner Reentry Institute 

http://www.jjay.cuny.edu/centers/prisoner_reentry_insti- 

tute/2704.htm 

Prisoner reentry resources from John Jay’s library 
http://www.lib.jjay.cuny.edu/links/index.cfm?subid=211 

Understanding the Challenges of Prisoner Reentry: Research 
Findings from the Urban Institute’s Prisoner Reentry Portfolio 
http://www.urban.org/projects/reentry-portfolio/index.cfm 


New York’s Drug Law Reform Highlights Critical Need for 
Addictions Professionals 

Karen Carpenter-Palumbo 

New York State Drug Treatment Courts 

http://www.nycourts.gov/courts/problem_solving/drugcourts/ 

index.shtml 

The Center for Court Innovation 
http://www.courtinnovation.org 

Research and free training programs from the National 
Association of Drug Court Professionals 
http://www.nadcp.org 

New York OASAS credentialing 

http://www.oasas.state.ny.us/sqa/credentialing/index.cfm 

Northeast Addiction Technology Transfer Center recruitment 
http://www.addictioncareers.org/addictioncareers 

Brochure on careers in the addictions field (English and 
Spanish) 

http://www.ipdany.org/careers.asp 


The Sequential Intercept Model 

Amy McNicholas Kroll 

Munetz, M.R. and Griffin, PA. (2006). Use of the sequential 
intercept model as an approach to decriminalization of people 
with serious mental illness. Psychiatric Services, 57, 544-549. 
http://psychservices.psychiatryonline.org/cgi/content/ 
full/57/4/544 

Developing a Comprehensive Plan for Mental Health and 
Criminal Justice Collaboration: The Sequential Intercept Model 
http://www.gainscenter.samhsa.gov/text/integrated/Sequen- 
tialjntercepts.asp 

Allegheny County Justice Related Services 
http://www.county.allegheny.pa.us/dhs/forensicservices.aspx 

Mercy Behavioral Health Central Recovery Center, 264 South 
9th St., Pittsburgh, PA 15203, 412-246-2992 

Re:Solve Crisis Network, 333 North Braddock Ave., 

Pittsburgh, PA 15208, 1-888-796-8226 


A Day in Allegheny County Drug Court 

Leah Kauffman 

Malloy, Daniel. Program offers to help addicts. Pittsburgh Post- 
Gazette, June 15, 2009. 

http://www.post-gazette.com/pg/09166/977464-455.stm 

Allegheny County Drug Court 
http://www.alleghenycounty.us/dhs/drugcourt.aspx 


Judging Drug Courts 

Douglas B. Marlowe 

Bhati, A. S., Roman, J. K., and Chalfin, A. (2008). “To treat or 
not to treat: Evidence on the prospects of expanding treatment 
to drug-involved offenders.” Washington, DC: Urban Institute. 

Carey, S. M., Finigan, M. W., and Pukstas, K. (2008). “Exploring 
the key components of drug courts: A comparative study of 18 
adult drug courts on practices, outcomes and costs.” Portland, 
OR: NPC Research. Available at http://www.npcresearch.com 

Hardin, C., and Kushner, J. N. (Eds.) (2008). “Quality improve¬ 
ment for drug courts: Evidence-based practices” [Monograph 
Series No. 9]. Alexandria, VA: National Drug Court Institute. 
Available at http://www.allrise.org. 
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Lessenger, J. E., and Roper, G. E (Eds.) (2007). “Drug courts: 

A new approach to treatment and rehabilitation.” New York: 
Springer. 

Marlowe, D. B. (2003). Integrating substance-abuse treatment 
and criminal justice supervision. NIDA Science and Practice 
Perspectives, 2(1), 4-14. 

Marlowe, D. B. (2009). Evidence-based sentencing for drug 
offenders: An analysis of prognostic risks and criminogenic 
needs. Chapman Journal of Criminal Justice, 1, 167-201. 

Marlowe, D. B. (in press). The verdict on drug courts and other 
problem-solving courts. Chapman Journal of Criminal Justice. 

National Association of Drug Court Professionals. (1997). 
“Defining drug courts: The key components.” Washington, DC: 
Office of Justice Programs, U.S. Dept, of Justice. 

National Association of Drug Court Professionals 
http://www.allrise.org 

Drug Court Clearinghouse and Technical Assistance Project at 
American University 

http://www1.spa.american.edu/justice/index.php 

Center for Court Innovation - Drug Court 

http://www.courtinnovation.org/index.cfm?fuseaction=page.vi 

ewPage&pagelD=576&documentTopiclD=21 

National Center for State Courts - see topic “Drug Court” 

http://www.ncsc.org/Web%20Document%20Library/IR_land- 

ing.aspx 


A Model for Adapting Treatment to the Needs of Addicted 
Offenders 

Kevin Knight et al. 

TCU Institute of Behavioral Research 
http://www.ibr.tcu.edu 

TCU Institute of Behavioral Research manuals 
http://www.ibr.tcu.edu/pubs/trtmanual/manuals.html 


Treating the Addict with Antisocial Personality Disorder 

Steve Devlin 

Maultsby, Maxie C., (1990). “Rational Behavior Therapy,” Apple- 
ton, Wl: Rational Self-Help Aids. 

Maultsby, Maxie C., (1978). “Stay Sober and Straight: How to 
Prevent Addiction Relapse with the Rational Self-Help Treat¬ 
ment Method,” Lexington, KY: Rational Self-Help Books. 


Challenges to Reentry 

Leah Kauffman 

Pennsylvania COMPASS 

https://www.humanservices.state.pa.us/compass/CMHOM. 

aspx 

Pennsylvania County Assistance Offices 
http://www.dpw.state.pa.us/ServicesPrograms/ 
CashAsstEmployment/003670281 htm 

Mental health and drug and alcohol service options by county 
http://networkofcare.org 

ACT 106 information 

http://www.proact.org/consumer_guides/consumer_guide_ 

to_pennsylvanias_drug_and_alcohol_insurance_law 

PA parole violator’s study 

http://www.cor.state.pa.us/stats/lib/stats/ParoleViolatorStudy. 

pdf 

Medical assistance and AOD information from the PA Health 
Law Project 

http://www.phlp.org/Website/Drug%20Alcohol/ 

Drug&Alcohol%20lssues.asp 


Breaking Offenders’ Barriers to Safe Living 

Chris Ingram 

Gateway Corrections 

http://www.gatewayrehab.org/corrections.htm 

William Morse, Director, Gateway Corrections Programs 
wamorse@gatewayrehab.org 
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